Objective-To examine whether audit can be done cost effectively by a practice's receptionist.
Introduction
Audit is now an integral part of good medical practice, and its basic principles have been clearly defined.'`Recent debate has focused on what to audit and what to measure.46 There is growing recognition of the need to delegate the collection of data to practice staff whenever possible, 8 but there has been little discussion about the feasibility of this or the conditions under which it can safely be done. Over the past two years we have conducted a research project to design and evaluate the feasibility and cost effectiveness of an audit system that can be used by a practice's receptionist devoting just a few hours to it each week.
Methods
The study was undertaken in a practice comprising six doctors looking after 11 500 patients. For the past six years the practice has employed a health visitor to screen patients over 75. Although cervical smears were taken by all the partners, one doctor was responsible for the overall coordination of this service. The responsibility for care of diabetic patients and patients with severe mental illness (schizophrenia and other psychoses) was shared. Disease registers were kept for these conditions. Antenatal care was the specific interest of three doctors. For the past six years the practice has undertaken opportunistic screening of all patients aged over 40 for hypertension and to review their smoking habit. When this study was done the practice was not computerised. The In the first year the receptionist determined how many of the data were accessible. We met regularly to identify difficulties at an early stage. When no information was available in the records the receptionist asked the relevant doctor, health visitor, or nurse. As a result of this pilot study some of the forms were redesigned. The receptionist kept a record of how long each audit took; the feasibility of, doing these audits in four hours a week could then be assessed. In the second year the audits were repeated, using the redesigned data collection forms. The methods had been refined, and as a result the audit was done efficiently and required much less supervision.
Results
Immunisation-Children born between 1 Screening of elderly people-The data collection form for elderly people was completed by the health visitor when each patient was screened. It provided all the relevant information about problems identified and referrals and services organised as a result of screening during the year. It was then easy for the receptionist to collate this information and calculate rates from the health visitor's data based on the total number of patients over 75.
Hypertension and smoking-To audit the recording of blood pressure and smoking habit the receptionist took a random one in four sample of 50 men and 50 women in each five year age group from 40 to 65. This gave confidence limits of 10%. The notes were examined to find out whether the blood pressure had been checked within the previous three years and smoking behaviour had been recorded. These data were tabulated by five year age group and sex. They were easy to analyse and were plotted to show trends.
Mental illness -The audit of mental illness had to be done jointly by the receptionist and the doctor most concerned in long term care. The disease register was used to identify 70 patients with schizophrenia or other forms of psychotic illness. Information about the type of care, current mental state, need for drugs, compliance, and hospital follow up was not always available. In such cases the doctor was asked for further details. After analysis of all available data and discussion with the relevant doctors treatment needs and current mental state were unknown for 22 of the patients on the register. This information enabled follow up to be organised.
Workload-Data on workload were collected weekly to identify the variations in consultations (routine and emergencies) and home visits during the year. Information was available, on a daily basis, whenever the wait for non-urgent appointments exceeded 36 hours. This provided an audit of the accessibility of appointments throughout the year. The results were presented in graph format.
Discussion
Audit helps to answer basic questions about what is done and what the outcomes are. It also facilitates comparisons with what was done previously. This shows whether change has occurred in the right direction-whether it has "closed the loop."9 We found that once goals had been identified by the practice well designed data collection forms enabled the receptionist to undertake audits to show whether the practice had achieved those goals. By plotting the data comparisons could then be made with performance in the previous year.
In the first year we needed a fixed appointment for 30 minutes every week to review the methods of collecting data, deal with any problems or difficulties that arose, and revise the data collection forms when necessary. During the second year we had a fixed appointment every two weeks, which lasted on average 30 minutes.
Information needed for the audit was initially kept in many different places, and finding it was often time consuming. The data collection forms provided a centralised source of information. Doctors We are preparing a manual that describes this work in more detail and may help to train receptionists who are interested in acquiring skills in audit. Buist was a prolific contributor to the BMJ7. His first articles dealt with the 10th "International Motor Carriage Show," which was promoted by the Society of Motor Manufacturers and Traders at Olympia in 1911. The main object, indeed, Buist's main object over the many years that he wrote for the Journal, was to provide authoritative advice to doctors considering buying a car. In 1912 Buist covered not only the motor exhibition but also the "cycle car" and motor cycle show at Kensington "for the medical man of slender means." From 1914 he began to write on more general motoring questions, hitherto largely the preserve of the journal's correspondence columns. Thus, in the first half of the year he contributed pieces on fuel for medical men's motor cars, some phases of the light car problem, the multiplication of accessories, lessons of the light car trials, and lessons of the tourist trophy race. By this time Buist was providing virtually all of the journal's motoring "copy."
The outbreak of war did not restrict his contributions, for not only did he continue to produce his usual column, he also started a series on motor ambulances and wrote on such questions as the requisitioning of motors and the fuel problem. In the second half of 1914 Buist published 10 articles, running to some 23 000 words. The contraction in British production of non-military vehicles and the impossibility of obtaining imported models during the war led to a dramatic shrinkage of the "motor cars for medical men" series from early 1915, though Buist still wrote on military ambulances and discussed the implications of fuel shortages, lighting regulations, and the problem of obtaining spare parts.
After the war Buist reported on the Paris and Olympia motor shows. He found that, while quality was higher than in 1914, the price of cars had outstripped the average increase in medical incomes. Nevertheless, he was able to list a range of cars priced between £195 and £800 which might attract medical visitors to Olympia. Buist's articles often stressed the overseas competition faced by British manufacturers such as Rover, Wolsley, Morris, and Standard, and made a point that was to be made time and again by the domestic industry over the decades, "that we are sending money overseas for a number of commodities which we could produce at home. If we do not order from home sources tens of thousands of skilled workers fail to secure work and, therefore, go on the dole; hence there is a double bill to pay, one direct and the other indirect." As early as 1919 Buist was speculating on the circumstances that might lead to Japanese domination of the world motor industry. 
